



The most widespread Ebola epidemic ever in West Africa has caused the highest 
mortality of the Ebola Virus Disease (EVD) ever recorded. The response to the outbreak was 
chaotic, untimely, and most of all, complicated by very poor healthcare delivery systems, 
cultural practices, ethical practices, and the unprecedented nature of the manner in which events 
unfolded.  
This paper provides a two- fold comprehensive review: (1) impact of cultural norms on 
the spread of EVD and (2) interventions implemented to control the spread of the disease during 
the EVD epidemic in Sierra Leone. Through utilizing search engines such as Google Scholar, 
PubMed and the University of North Carolina at Chapel Hill Library online database, a review 
was conducted of literature related to EVD, newspaper articles, and reports, to illustrate the 
difficulties in implementing public health policies and practices during the Ebola crisis.  
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Introduction 
Background on Sierra Leone and Sierra Leone’s Health System 
Sierra Leone has a population of 6.316 million, with a life expectancy at birth of 46 years 
(Sierra Leone: WHO statistical data profile, 2015). The countries health indicators are a 
significant portrayal of the health status of the country before the EVD outbreak. The leading 
cause of death in 2012 was lower respiratory infections killing 12.5 thousand people (Sierra 
Leone: WHO statistical data profile, 2015). (The under-five mortality rate is 81.3 per one 
thousand live births.   The country is extremely impoverished with a gross domestic product 
(GDP) rate at $4.892 billion (The World Bank, 2015). More than half of the population in Sierra 
Leone lives at or below the national poverty lines; the country’s poverty headcount ratio is at 
52.9 percent.      
According to Ezeh (2015), ―"Fragile and weak" are perhaps the two most common words 
one encounters when reading about African health systems‖ (Ezeh, 2015). The weakness of the 
health system in Sierra Leone is attributed to several factors; a ten-year civil war, poverty, high 
unemployment, poor access to health education, and lack of sufficient medical/public health and 
social work infrastructure and staff (McPake, 2015). The decay of infrastructure and services 
remains an underlying limitation in Sierra Leone's health system. In 2002, the World Health 
Organization conducted an analysis of 191 countries' health system performance and rankings. 
Sierra Leone's health system ranked at 191, the lowest of all countries (Lauer, 2004). Sierra 
Leone experiences a major issue with access to appropriate health care, with less than five 
professional health workers per 10,000 population (Yansaneh, 2015). The country's health 
system had denigrated tremendously, post the civil war era and as improvement plans were 
underway, EVD strangled all efforts and had set the country further back in quality healthcare 
service than ever before. 
EVD has been associated with localities that have been affected by conflict in recent 
history (McPake, 2015). The civil war hindered the delivery of healthcare and sanitation services 
to the population. The following are the deficiencies of a health system post-conflict identified 
by Newbrander (2011); 
―●      Incapable to provide health services to majority of the population 
●      Deficient referral systems 
●      Inadequate healthcare infrastructure 
●      Ineffective mechanisms for establishing health policies 
●      Diminished or non-existent capacity building mechanism and system 
●      Poor coordination, oversight, and monitoring of health services 
●      Inadequate equity of recipients of the health services 
●      Insufficient health information systems 
●      Non- operational policy mechanisms‖ (Newbrander, 2011). 
The aforementioned deficiencies existed in Sierra Leone in one way or another and were 
primarily responsible for fueling the rapid proliferation of the EVD. Even though the former 
were the underlying factors, many other dynamics boosted the transmission of the virus resulting 
in the chaotic situation and pandemonium throughout the region.   
The Ministry of Health and Sanitation (MOHS) and other healthcare organizations 
neglected various steps. Steps such as; "basic control measures, early diagnosis, patient isolation, 
infection prevention control, contact tracing, barrier nursing, disinfection of contaminated 
objects and areas, at the onset of the Ebola breakout", were not upheld (McPake, 2004). There 
were no strategies in place to address situations like the Ebola outbreak, unlike many other 
outbreaks such as cholera, influenza or severe acute respiratory syndrome (SARS). The response 
of the international community including WHO, CDC, International Federation of Red Cross 
(IFRC), United Nations Population Fund (UNFPA), along with other international aid 
organizations response were equally inadequate and unorganized. No organization was prepared 
for such a deadly outbreak over a wide area and across many nations with such porous borders, 
varying cultures and languages, and different health care systems. The complexity of the EVD 
was new at the least and extremely dangerous and risky hence, the resulting chaos overall.  
 
Ebola Outbreak and Theories of how the Ebola virus and Disease Spread within the Sierra 
Leone Population 
The 2014 Ebola Virus Disease (EVD) epidemic in West Africa is described by the World 
Health Organization "as the largest and most complex Ebola outbreak in history" (Ebola Virus 
Disease, 2015). The transmission of EVD is by human-to-human contact via direct contact with 
body fluids, secretions, and organs from infected individuals. EVD also can be transmitted via 
indirect contact with contaminated surfaces (Ebola Virus Disease, 2015). In Africa, outbreaks of 
EVD primarily occur in remote villages close to tropical rainforests in Central and West Africa. 
Confirmed cases of EVD have been in the Democratic Republic of the Congo (formerly Zaire), 
Sudan, Gabon, Uganda, Republic of Congo, Côte d'Ivoire, but for the first time EVD surfaced in 
Guinea, Liberia, and Sierra Leone in 2014.  
As of September 2015, 13,846 cases and 3,955 deaths have resulted from the EVD 
outbreak in Sierra Leone (Centers for Disease Control and Prevention [CDC], 2015). The first 
case of EVD in West Africa originated in the Guinea forest in December 2013 and rapidly spread 
to bordering countries Liberia and Sierra Leone. Within a relatively short time period, the disease 
spread to other West African countries like Nigeria, which had 20 confirmed cases and Senegal 
with one confirmed case. The disease eventually made it to Europe and the United States (see 
table below). Furthermore, other nations were affected by EVD as shown below by this table.  
Table 1: Ebola cases by country, December 2013- November 7
th
, 2015. 
Country  Country Cases  Death  Date country declared Ebola-free 
Sierra Leone  13,992 3,955 Nov. 7, 2015 
Liberia  10,672 4,808 Sept. 3, 2015  
Guinea* 3,803 2,535 Ongoing 
Mali 9 6 Jan. 18, 2015 
Nigeria 20 8 Oct. 19
th
, 2014 
Senegal 1  0 Oct. 17
th
, 2014 
United States 4 1 Dec. 21, 2014 
United Kingdom 1 0  Mar. 10, 2015 
*Guinea recorded two new cases on Friday, October 16, 2015. A patient is back in the hospital 
(10/09/15) after eight months recovery, with complications from EVD (Ebola Situation, 2015). 
People from different regions were infected, but, Sierra Leone had the highest prevalence rate. 
As of November 7th, 2015, Sierra Leone has been declared Ebola-free by the world health 
organization. To be classified Ebola-free, a country must have no confirmed cases of two 
consecutive complete transmission cycles (42 days) (Philpott-Jones, 2015).  
The start of the outbreak triggered pandemonium and fear amongst affected populations 
while also presenting unprecedented medical, cultural, logistical, and ethical challenges. In 
Guinea on December 26th, 2013, a "mysterious disease began silently spreading‖ but not 
identified as Ebola until March 21, 2014 (Origins of the 2014 Ebola epidemic, 2015). The index 
case may have originated with a boy less than five years of age who possibly contracted the 
disease from wild animals. His illness characterized by high fever, vomiting, and black stools. 
The origin area of the outbreak was Gueckedou District in Guinea, which share borders with 
Kailahun District, Sierra Leone and Lofa County, Liberia.  Stories of a prominent herbalist who 
tried to treat the infected young boy, died about a week after the death of the boy, with similar 
symptoms as the boy. This herbalist had treated many people on the Sierra Leone border, and 
those people came to the herbalist's funeral to pay their last respects. These individuals 
unknowingly were infected with EVD and traveled back to Sierra Leone.    
There were several contributors to the acceleration of transmission of the disease. Each 
contributor played a demanding role and hindered the immediate resolution of ending EVD. 
Significant delays in detection, porous borders, limited epidemiological surveillance and 
diagnosis (inadequate public health infrastructures), lack of education in communities about the 
transmission of the disease and lastly cultural practices and the association of illness with 
conspiracy theories or witchcraft (Chowell, 2015).   
The dissemination of information about transmission of EVD in Sierra Leone became 
distorted as panic and fear grew. The application of public health and science were neglected 
while fear consumed villages resulting in rumors and misconstrued knowledge about EVD 
spreading faster than any official directives or standard operating procedures (SOP), which were 
being tried at the time of initial stages of the EVD. As health care workers became infected and 
died from the disease, many hospital workers and clinicians abandoned their work because there 
were no treatments initially and everyone was scared and suspicious of one another. 
Many immediate family members who had contact with loved ones exposed to the virus 
developed similar symptoms and suffered rapid death. Sierra Leonean medical professionals and 
healthcare workers, who were working frantically to identify the "mysterious" disease or just 
trying to treat patients, also succumbed to the disease. The great tragedy is that many who 
worked very hard to save others lost their lives in the fight. As of October 10, 2015, 307 of the 
health workers were infected, and 221 of them died (Ebola Virus Disease, 2015). Everyone in the 
communities was susceptible to the disease; therefore the natives began relying on culture rather 
than science. 
Impacts of Culture on the Spread of EVD 
Effects of Cultural Norms on the Spread of Disease 
The Mano River Union States suffered momentous challenges in containing the spread of 
EVD. Cultural practices that involve touching the body of the deceased and the association of 
illness with witchcraft or conspiracy theories were a regular occurrence (Chowell, 2015). In 
Sierra Leone, when people die, friends and family weep, hug and kiss the deceased in paying 
their last respects and final farewells. It is customary to cleanse (wash) the deceased and dress it 
in its best attire before burial. The very manner in which the deceased is also managed bolsters 
the spread of the disease. The virus is most abundant in the body immediately after person 
succumbs to EVD and dies. The government issued directives for each area of the country to 
diminish the rapid transmission of the virus. The National Ebola Response Centre (NERC) 
(2015) published the following SOP for the Western area of Sierra Leone on safe and dignified 
burials; 
“What you should do in the event of a death of a loved one: 
 Call 117 to report all deaths. During this crisis, all deaths must be handled as if they 
could be Ebola. 
 When you call 117, they will ask you where you would like your loved one to be buried. 
 There are 17 cemeteries in Western Area that you can choose from 
 If you choose to bury your loved one in a cemetery other than Waterloo, you will make 
necessary arrangements with that cemetery, including the payment of Le25, 000 only. 
 Waterloo Cemetery remains free of charge for burials. No other payment should be made 
for collection or transport of loved ones. 
 We are making progress in this fight because we are keeping our people safe through 
safe and dignified burials. 
 We all have a role in stopping the spread of Ebola and ensuring that our communities 
practice safe and dignified burials. Please spread the message” (National Ebola 
Response Center, 2015). 
The SOPs were followed in many urban areas but in remote villages where health literacy falls 
below the average level protocol was left in the hands of the paramount chiefs.  
Culture vs. Science 
There are obvious reasons why culture affected the curtailment of the EVD outbreak. 
Science involves systematic thinking where reasons are deduced by careful analysis and correct 
methods before deriving a solution. On the other hand, with cultural belief systems, many in the 
group have accepted cultural norms for so long without any explanations, it becomes ingrained 
without any questions. Culture explains the unexplainable and interprets things we do not 
understand, for so long that it is status quo (Kagawa-Singer, 2011). Acknowledging how culture 
overthrew science during the EVD outbreak signifies the need of having a bridge between public 
health and culture. Simply put; public health must take into consideration the traditions and 
culture when making policies, educating people about their health and wellbeing, or managing a 
health care crisis that affects a broad range of people.  
There are essential differences between culture and science that need to be 
acknowledged. During the EVD outbreak, three major steps were adopted which highlighted the 
culture and science divide. First, the establishment of quarantine and isolation centers challenged 
the cultural beliefs of sending ill loved ones away. Isolation procedures of suspected individuals 
or confirmed cases were a necessity for observation, treatment and tapering further transmission 
(Eba, 2014).  Knowing the virulent nature of the disease and prior experience from outbreaks in 
other parts of Africa, healthcare professionals resolution was to isolate people with symptoms 
and establish quarantines for those who were in contact with patients. It was evident to all that 
"one could die by touching a sick person" and therefore, necessary to find anyone who has come 
in direct contact with an infected or dead person. A contact tracing system to follow the contacts 
later came into effect. Most of the non-governmental organizations (NGO) in their frantic efforts 
to stop the spread of the virus, were requesting the chiefs to quarantine a whole village or 
households where a suspect with the virus reside.   
To the natives, putting loved ones into one of these centers was tantamount to a death 
sentence. The Chiefs were in a cultural dilemma whether to have their people die at these centers 
or die safe in the comforts of their home. Traditionally, it is a great sin to be the path of 
someone's death. Only God should decide a man's life, and the chiefs had no right to decide the 
faith of their subjects in these case. These decisions caused animosity between health care 
professionals and the natives. In 2000, the very first cases of EVD in Uganda occurred, 
perplexed by the disease and struggled morally with letting loved ones go into isolation. The 
early cases sought treatment by local healers using a variety of indigenous and biomedical 
mediations (Hewitt et al., 2008). 
Before families in Sierra Leone allowed their loved ones to be in isolation, they began to 
hide ailing individuals.   Paramount Chiefs were directed to make decisions for their chiefdoms 
and take precaution. In Northern Sierra Leone in the Koinadugu district, the paramount chief Ali 
Balansama Marrah III took drastic measures in quarantining the district to avoid transmission of 
EVD (Dumbaya, 2015). The chief set up a district Ebola taskforce that was mandated to inform 
people of EVD and ways to prevent it (Dumbaya, 2015). Initial panic erupted off the news of the 
outbreak; from a cultural perspective the chief took it upon himself to visit the individual 
chiefdoms in the district engaging other traditional and religious leaders to discuss quarantine 
methods and precautions to their constituencies (Dumbaya, 2015).  
        Secondly, the customary way to greet people in these communities involves hugging and 
hand shaking. It is disrespect not to shake hands when someone puts their hand out in greetings. 
Blessings are giving to younger people leaving or those who have done good deeds, especially 
for elder people. The process requires praying and offering blessings to the individual, by 
spitting in the middle of the hand, which is then placed on the forehead in acceptance of the 
prayers, or blessings. It is sinful to refuse blessings from an elder person. The outbreak of EVD 
ignited a huge campaign of "no touching" launched during the initial stages of the outbreak. 
These situations created cultural issues for the tradition that honors elder ones and hand shaking 
expresses mutual respect and love between people. 
Lastly, spouses became hesitant to be intimate with one another, and many challenges to 
the family structure came to the surface with all the new "rules" enacted to stop the spread of the 
EVD. Many orphaned children who are normally assimilated into the extended family structures 
were now abandoned after their parents die from EVD. Entire families would arrive at the 
treatment centers, but as the parents would die, the orphans were transferred to a facility. At 
these facilities, workers had no prior knowledge of who the parents were and who the next of kin 
were for the Ebola orphans (Fowler, 2014).  In many of the communities, it is "evil"  to leave 
your family out to suffer at the most vulnerable (childhood) stages. Due to the tracing regulations 
that were to trace all contacts with an infected or suspected person and keep them in isolation for 
21 days, families were hesitant to take in any children orphaned by Ebola. The problems were 
magnified when whole villages were in quarantine and no one to care for orphaned children 
(especially the very young ones) except strangers who may not know their way of life.   
The Impact of Culture on the Public Health System  
The impact of culture must be appreciated to effectively and efficiently treat patients 
(Bussey-Jones, 2003). Cultural background is the foundation of an individual’s health beliefs and 
practices (Perez, 2008). The definition of health by a cultural group's’ view is composed of 
physical, emotional, mental and social capabilities required for an individual to be considered 
healthy (Perez, 2008).  Sickness and death are more comprehensible and manageable through 
having a cultural perspective during difficult times (Kagawa-Singer, 2015). Kagawa-Singer 
(2015) states, ―culture ―provides the answer to ―why‖ and also provides social and personal 
means to manage a crisis.‖ ―Culture shapes appropriate emotional reactions and behavioral 
responses to disease and norms. Culture encompasses one’s social network communicates 
caring, provides safety, and social support‖ (Kagawa-Singer, 2015). 
The effects of culture on health and health care are acknowledged once there is an 
understanding of the beliefs of the community (Perez, 2008). Patients' concept of health and 
illness along with their expected method of treatment is a major influence in healthcare. Thus, 
communication between health care clinicians and patients plays a significant factor in health 
outcomes (American, 1982).  
There are different approaches to health communication especially for culturally based 
health communication (Dutta, 2008). A centered cultural approach utilizes the voice of local 
communities in which health issues are better understood and interpreted (Dutta, 2008). A 
culture-centered and culture-sensitive approach was needed during the primary stages of the 
outbreak. Public Health practitioners are responsible for creating an environment that 
acknowledges the community’s culture and the diversity that lies within the culture (languages, 
values, attitudes and health beliefs), which together, augment the healing process. These cultural 
amenities could be a vehicle for propagating attitudinal and behavioral changes, and mobilization 
of resources required to mount a campaign for the cure and eradication of unwanted menaces 
such as Ebola.  
Cultural Competence  
     ―Cultural competence has become one of the most important initiatives in health care 
throughout most of the world‖ (Purnell, 1998). Healthcare ideology and health care providers 
have acknowledged the significant role culture plays in understanding the physiological 
responses to illness, disease, and injury (Purnell, 1998). Cultural competency within controlling 
EVD was not acknowledged until friction erupted between health workers and villages.  
On September 19th, 2014 local villagers killed eight members of an Ebola awareness 
team in Guinea. Villagers were suspicious of team's efforts in combating the deadly disease and 
attacked the health workers, local officials and journalist who were going door to door to raise 
awareness of EVD (Ebola Outbreak, 2014). The appearance of the health workers dressed in 
personal protective equipment (PPE) was frightening for many villagers and very 
uncharacteristic of health workers before the EVD outbreak. Addressing the diversity, health 
literacy and the culture of the village is imperative for the success of diminishing EVD. 
Culturally specific communication needed to be shared with health workers about approaching 
remote and rural villages (below average health literacy standards), were not initially provided. 
The competencies needed to understand the disease were not evident to the rural communities. 
Many of the villagers blamed the health care workers for the spread of the disease (Ebola 
Outbreak, 2014).  
The limited understanding of the culture of the Ebola awareness team and the village's 
culture attributed to mistaken assumptions and judgments, which in turn resulted in conflict 
(Perez, 2008). The conflict between health care workers and visitors occurred as a result of the 
two different parties not having a known awareness of the difference between the cultures 
(Perez, 2008).  Strong specific views of health and illness existed before the EVD outbreak in 
these West African countries. Unfortunately cultural views were not understood nor considered 
during the early stages of the outbreak, resulting in complete lack of trust, propagation of varying 
ideologies and treatments (mostly trial and errors) hence, more lives lost.     
Ethical principles in Sierra Leone: Implementation of interventions 
Ethical Paradigm- Considerations for Treatment 
Inadequate accommodations and lack of treatment weighed heavily on officials, 
clinicians, chiefs, and family members. A serious problem quickly surfaced due to lack of 
facilities to separate those with symptoms and those that were in close contact with symptomatic 
individuals, who are at risk of contracting the disease. The use of isolation or quarantine became 
a serious ethical debate in decreasing EVD transmission. When individuals tested positive for 
EVD, public health officials were responsible to ―imprison‖ a person against their will in an 
isolation zone, but individuals who were not sick also were placed in the same isolation zones 
because of their potential risk (Philpott-Jones, 2015). The ethics of isolating people with EVD 
together with those merely suspected of having close contact with the infected manifested into a 
great burden on everyone's mind. Clinicians and health care workers were also greatly troubled 
when it came to quarantining whole villages.  
"Ebola villages" became a popular method in northern Sierra Leone and health care 
workers began to reflect back on their ultimate responsibility to "do no harm". "Quarantine, for 
the most part, should be voluntary and effective in preventing infection and reducing the risk of 
disease" (Philpott-Jones, 2015). Questions about effectiveness and human rights began to arise 
during mass quarantine; how effective were village quarantines and were they proportional to 
using the least restrictive measures to the goal of achieving disease control (Philpott-Jones, 
2015)?  Public health officials were criticized for not using the least restrictive means of 
intervening, and not preventing the spread of disease (Philpott-Jones, 2015).  From the 
perspective of the public health officials, although the patients were victims of EVD they also 
were the main vectors for the spread of the disease. The most effective precaution at the time was 
quarantining all potential risk.  
Ethics vs. Science 
Although the SOPs were published, Sierra Leonean natives were still unwilling to 
cooperate. As the EVD infection rate continued to increase, other extreme measures were needed 
to curtail the rapid transmission. On August 1, 2014, the Mano River states decided to take 
significant precautionary measures and enforce a mass quarantine in forest areas shared on their 
borders, which were the hub of EVD transmission. Regardless of existing evidence that EVD had 
gone far beyond the quarantine parameters, the three countries continued with the quarantine 
(Eba, 2014). 
In March 2015 after a year of the initial declaration of the outbreak, authorities enforced a 
3-day lockdown for the whole nation; this lockdown was the second, which required 
approximately 6 million people to stay in their homes (BBC, 2015). The objective of the 
lockdown was for volunteers to go door-to-door looking for people with signs and symptoms of 
the disease and reminding people how to protect themselves from contracting EVD (BBC, 2015). 
High fever that is associated with the infection within 24 hours of infection was easy to detect. 
Therefore, mandatory temperature readings were taking everywhere and at all times. Although 
the lockdowns were seen as an extreme measure for the good of saving lives, the unabated 
spread of EVD implies the lockdown was ineffective and violated human rights (Eba, 2014). The 
lockdowns appeared to be put into place without stakeholders knowing whether or not they 
would truly be effective (Philpott-Jones, 2015) 
There were several advantages of the lockdowns, but a significant disadvantage was 
emphasized by the medical charity Medecins Sans Frontieres (MSF). MSF believed that the 
lockdowns would force individuals to "end up driving people underground and jeopardizing the 
trust between people and health providers" (BBC, 2014). Eventually, the lockdown will lead to 
concealment of those infected with the virus and potential cases causing it to become a never-
ending cycle. The outcome of the lockdown was successful but at the same time, diminished the 
trust local communities had with healthcare workers and it also raised various human rights 
issues. 
The restricted lockdowns began to take on a new role, leading to human rights violations 
and humanitarian crises (Eba, 2014). Access to food, healthcare, and other services were not 
available to many individuals during the lockdown or those in quarantine zones (Eba, 2014). 
Members of the African Union reminded leaders ―to respect the principle of free movement and 
to ensure that all restrictions are in line with recommendations from the relevant international 
organisations" (The African Union, 2014). The deployment of military personnel to enforce the 
lockdown and mass quarantine in an already fragile environment where mistrust is still present 
after civil unrest caused tension and alienation of those who were suspected of carrying EVD. 
Community mobilization is regarded as the key to successfully controlling outbreaks; 
unfortunately the lockdowns became more of a community restriction. Building trust between 
potential EVD carriers and healthcare workers is an essential component in ending the EVD 
epidemic (Eba, 2014).  
Ethical Issues Relating to Non-conventional Humanitarian Interventions, Customs, and 
Traditions  
The complexity of the outbreak became more difficult due to the lack of any prior 
experience of EVD; no preparation of such incidence in the region, lack of surveillance, and the 
deadly threat of the EVD itself. There was no traditional, customary, and even modern way to 
handle the situation given the magnitude and deadly nature of the outbreak. Mistrust and 
hesitation quickly surfaced leading to all sorts of conflicts. Both internal and international aid 
organizations were scrambling for a policy or precedent to follow. 
The implementation of control measures needed to take effect to stop transmission and 
provide clinical care for infected individuals (Ebola, 2014). Many of the measures taken were 
contrary to traditions. From the SOP noted previously, the death of a loved one was no longer a 
private matter. No one but trained public personnel will handle departed loved ones. All religious 
ceremonies were suspended. Every burial is in publicly designated cemeteries, or relatives were 
forced to pay a hefty fine. There were directives for socializing and visiting, hand washing with 
chlorine became a necessary way of life. Every household, business, hospital, office, etc., must 
have a place to wash hands (and sometimes feet) before anyone could enter the premise. No 
gathering of people, schools were shut down, no religious gathering, or services ("pray on your 
own to whichever god(s) you prefer"); even offices, businesses, government, or municipal 
services were initially closedown. The SOPs created more hardship and chaos on an already 
fragile society. The police and armed forces enforced the directives while attempting to keep the 
peace and assist all stakeholders involved. Other forces were brought in to aid in the effort to 
contain the spread of the virus, from foreign countries. 
The ethical conflicts that arose during the outbreak not only affected citizens in Sierra 
Leone, Guinea, and Liberia but also the international community. Appeals for help to the 
international community in combating the EVD was responded with the provision of medical 
supplies, drugs, equipment, financial donations, and the provision of experts and military 
personnel from various nations around the world. The international agencies like the Red Cross, 
World Food Program (WFP), World Health Organization (WHO), United Nations (UN), and 
many others, were actively involved. Many of these organizations including aid agencies had 
experiences working in Sierra Leone since the civil war. However, this fight was quite different 
from many they have fought before. They did not have readily available sources for the personal 
protective equipment (PPE), sanitation gears, drugs, and the facilities to house those who were 
sick and others under quarantined because of contact with infected people. At the onset of "the 
war against Ebola", many of the categories of the sick, suspected people and direct contacts were 




The failure of leadership is a clear contributor to the rapid spread and inadequate 
containment of EVD.  Leadership failures resulted in a preventable disease accelerating with vast 
harm to social order and human dignity (Gostin, 2014). As mentioned by Kamradt-Scott et al. the 
Ebola outbreak ―has demonstrated again the urgent need for strong leadership and coordination 
in responding to global health challenges‖ (Kamradt-Scott, 2015).  Major reforms in 
organizational leadership from the EVD epidemic need to be considered on the local, national, 
regional and global levels.  
To prevent future disruptions, it is vital that leadership re-strategize methods to control an 
outbreak such as EVD. Initial action steps needed to be taken by the Sierra Leone government 
and the MOHS to control the spread of the disease. Porous borders needed to be concealed, and 
community mobilization should have been utilized to reduce fear and panic.   At the onset of the 
outbreak, the armed forces worked with health care workers in the remote EVD epicenters. The 
MOHS neglected its responsibility in providing foundational interventions from an 
organizational leadership standpoint; they lacked understanding key stakeholders during the 
EVD epidemic. Stakeholders such as the paramount chiefs in the villages lining the northern 
border of Sierra Leone should have been considered as one of the first lines of defense in 
curtailing the fast spread of EVD.   
The national government, and the local government also known as the Native 
Administration system, NA, effectively coexists to fulfill all governmental duties. The national 
government operates throughout the provincial offices, (Northern, Eastern, Southern and 
Western) headed by a Provincial Secretary and their administrative staff. The Western area is the 
only area not headed by a Provincial Secretary. The Western Area is very small and near 
Freetown, the capital of the nation. The three larger provinces have their Districts headed by the 
national government liaison known as the District Officer, who reports to the Provincial 
Secretary. At the Native Administration level, a District Council of elected representatives and 
Chiefdom Administration headed by a Paramount Chief are in effect. The Paramount Chief is the 
traditional ruler who has many other Chiefs and Tribal Authorities in his administration. As the 
name implies, the Paramount Chief is paramount, and no one is above his chiefdoms.   
The failure to establish this procedure early caused of the rapid spread of the virus.  For 
this reason alone, the Paramount Chiefs should have the responsibility from the onset of the 
outbreak, to coordinate and direct the ―war against‖ EVD in their individual chiefdoms. The 
locals did not trust government officials escorted by armed people from Freetown especially 
when Sierra Leone is still recovering from eleven years of war. From past experiences when the 
national armed forces and rebels were responsible for terrorizing the general population, many 
people in the country still remain untrusting. Numerous times it has been documented that health 
systems in Africa continuously face serious economic and structural challenges (Ezeh, 2015). 
There is a never- ending cycle of poverty, disease and aid, which has diminished the value of life 
tremendously in some African nations.  During the early 1990s the HIV/AIDS epidemic and the 
colossal inflow of development assistance debilitated African health systems, therefore causing 
nations to become culturally dependent. As Ezeh (2015) mentions this assistance ―robbed nations 
of their self-confidence, self-respect and self-determination and the humiliation of being forced 
to implement solutions African nations know to be wrong‖ (Ezeh, 2015).  
WHO declared Ebola a Public health emergency of international concern (PHEIC) on 
August 8th, 2014, although the first initial spread of the disease was in December 2013. This 
delayed and fragmented response left a vacuum that led to a plea for help from other agencies 
(Gaston, 2014). Procedures for addressing PHEIC by WHO and other stakeholders should be 
reformed. The strengthening of global outbreak alert and response capabilities is imperative to 
reducing the effect of any other future outbreaks. WHO has and should be a strong global health 
leader during the EVD epidemic.  
Meeting of Ebola taskforce (appointed by the Paramount Chiefs) at the Chiefdom levels 
are held each day, aiming to mobilize all community members in the fight against the disease. 
These task forces were quick to react to the new wave of cases and mobilize available resources 
from both local and international partners. Successes in eliminating  EVD first took place in 
these communities, months before the urban areas were able to start reducing the prevalence of 
the disease. Thus, the local communities should be provided the resources to be the first line of 
defense in such outbreaks or emergency situations in their communities. The local community 
should feel regarded as part of the solution and not the problem.  
Barriers to Communication and Technology 
A health care professional who belongs to the cultural minority group can assuage the 
tension and miscommunication between the two groups (American Hospital Association, 1982). 
In the case of Sierra Leone, the local health care, and medical professionals must provide a 
leading role in caring for the wellbeing of their communities. Understanding the customs and 
traditions, and languages of the native people will be a better position to investigate and 
communicate findings with the experts and patients.  A local interpreter who is not a medical 
professional will not be as effective in situations of medical emergencies like the Ebola outbreak 
as someone who has experience in the field. 
The technological divide between the medical investigation, practice, and choices 
between Sierra Leone and the western world are too wide and deep. It is necessary and highly 
recommended that the nation invest in medical technology and support training along with the 
implementation of modern medical technology to better serve the people. 
Next steps post-Ebola  
The EVD epidemic exposed the weakness in Sierra Leone’s health system, leadership, 
communication, and technology. Containment of the EVD epidemic became a public health 
challenge as well as a cultural challenge. WHO notes ―Good outbreak control relies on applying 
a package of interventions, namely case management, surveillance and contact tracing, good 
laboratory service, safe burials and social mobilization‖ (Ebola Virus Disease, 2015). 
Sierra Leone must endeavor to strengthen their health care systems. EVD should 
represent a "paradigm shift in care delivery and outcomes (Fowler, 2014)." Sierra Leone should 
embark on infrastructural improvements including small village level clinics, large and specialist 
hospitals, emergency management planning, standard operating procedures, the establishment of 
quality testing laboratories, public health education, and research, and the teaching of basic 
hygiene in elementary and secondary schools. EVD can be dormant, and if certain practices that 
have helped in the control the outbreak are not maintained, the Sierra Leone could relapse with 
newly infected cases. The nation and international community must continue to research EVD. 
Research needs to be directed to understand the disease, finding a cure, continuous training and 
broadening knowledge about the complications that have recently surfaced in recovery patients.   
Understanding cultural sensitivity from the perspective of public health and designing 
ethically and culturally sensitive disease prevention interventions could have greatly decreased 
the spread of Ebola and saved many lives. ―Public health ethics is the systematic approach used 
to balance competing interest and provide a justification for public health policies and decisions‖ 
(Philpott-Jones, 2015). Regarding people's individual liberties, public health practitioners are 
responsible for protecting the public from harm by minimizing harm to individuals. Practitioners 
must also take into account privacy, stigmatization, and confidentiality when protecting 
individuals. Specific cultural traditions throughout the EVD epidemic played a tremendous role 
in the increase of fatality rates in Sierra Leone. Cultural practices implicated the rapid 
transmission of the disease putting a divide between health care workers and natives. 
     There is an old African saying: ―people without culture are like zebras without stripes.‖ 
As described by National Center for Cultural Competence ―Culture is an integrated pattern of 
human behavior that includes thoughts, communications, languages, practices, beliefs, values, 
customs, courtesies, rituals, manners of interacting, roles, relationships and expected behaviors 
of racial, ethnic, religious or social group; and the ability to transmit the above to succeeding 
generations‖ (Perez, 2008). Culture is a concept that has come to the forefront of global public 
health, and the relationship between culture and health must always be considered by public 
health practitioners when implementing public health policies and interventions.  
Sierra Leone may have won the battle against EVD but the war is not over there are 
pressing questions that need to be answered.  The welfare of Sierra Leone’s economy and health 
system, global health policy and international aid are a few topics that have been at the forefront 
of the recovery. Health problems have started emerging amongst Ebola survivors such as vision 
issues, muscular pains, fatigue, and headaches. Questions must be posed to allow further 
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